DESCRIPTION
A woman aged 40 years with medical history of end-stage renal disease (ESRD) on haemodialysis. Eight months earlier to this presentation, she underwent coronary angioplasty with two drug-eluting stents due to myocardial infarction. She had been on aspirin and ticagrelor since that time. She presented to the emergency department with severe sudden-onset left hip pain. She did not recall any trauma or any precipitating factors. She had severe tenderness around her left hip joint with marked decreased range of movement. There was no visible ecchymosis or bruises on examination.
The left hip joint X-ray (figure 1) showed calcified mass overlying the posterior and lateral aspects of the left greater trochanter consistent with tumoural calcinosis. Besides tumoural calcinosis within the left greater trochanteric bursa, MRI of the left hip joint also showed large left gluteal haematoma 16×9×5.6 cm with diffuse oedematous changes involving gluteal musculature (figures 2 and 3). The patient had haemodialysis after the MRI to prevent systemic fibrosis. Laboratory testing showed secondary hyperparathyroidism with hyperphosphataemia. The patient was treated conservatively with analgesia and withholding antiplatelet therapy. As she had already completed 8 months of dual antiplatelet, ticagrelor was discontinued and aspirin was resumed after her pain resolved. The patient was discharged on phosphate binders.
Tumoural calcinosis is a rare disease characterised by calcium deposition in periarticular spaces. 1 Secondary tumoural calcinosis is usually due to ESRD. 1 It is usually a radiological diagnosis and 
Learning points
▸ Despite its great benefit in secondary prevention of myocardial infarction and coronary stent thrombosis, especially in patients with chronic kidney disease, dual antiplatelet therapy has an increased risk of bleeding and haematomas. Benefit versus risk should frequently be reassessed in all patients on dual antiplatelet. ▸ Secondary tumoural calcinosis is a benign condition that may be seen in end-stage renal disease patients. Radiologists and clinicians should be aware of the radiological appearance of this condition to avoid unnecessary workup and invasive procedures. ▸ Acute severe pain is not a usual manifestation of tumoural calcinosis; other causes should be considered.
differentiating it from malignant causes is important to avoid unnecessary work-up. 1 Management of secondary tumoural calcinosis is mainly medical by calcium and phosphorus restricted diets and phosphate binders. 1 Tumoural calcinosis should not cause acute severe pain. Therefore, it is important to rule out other aetiologies. In our case, the cause of acute pain was the gluteal haematoma due to antiplatelet therapy. Spontaneous haematoma in patients on dual antiplatelet has been reported before. 2 Ticagrelor is superior to clopidogrel in secondary prevention of coronary artery disease but has an increased risk of spontaneous bleeding. 
